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FATIGUE AND BREATHLESSNESS MANAGEMENT GROUP REFERRAL FORM

PLEASE ENSURE SECTIONS A-F ON BOTH SIDES OF THE FORM ARE FULLY COMPLETED.  ONCE COMPLETED PLEASE EMAIL THE FORM TO: referrals.hospice@nhs.net  

PATIENTS REQUIRING ADVICE ON BREATHLESSNESS BUT UNABLE TO ATTEND A FOUR WEEK GROUP PROGRAMME CAN BE REFERRED TO OUR PHYSIOTHERAPIST FOR INDIVIDUAL ASSESSMENT AND TREATMENT. PLEASE SELECT WHETHER THIS REFERRAL IS FOR:

FAB GROUP                                 				PHYSIOTHERAPY       

SECTION A: PATIENT DETAILS
	First Name

	
	Surname
	

	DOB
	
	NHS No
	

	Contact number
	
	EMIS No
	



SECTION B: NEXT OF KIN
	First Name
	
	Surname
	

	Contact number
	
	Relationship to patient
	

	Main carer details (if different to NOK)
	

	Consent to contact NOK or main carer 
	Yes                                 No    



SECTION C: MEDICAL INFORMATION
	Primary diagnosis 
	


	Relevant comorbidities/past medical history
	

	Medication

	Inhaler                              Nebuliser    
Other:

	What do you hope the patient will gain from this course?
	



	Does the patient use O2? If so, how much?
	Yes                                     No        
At rest                     Ambulatory                     PRN               Continuous    
Litres per minute:

	Respect/TEP form?
	Yes                              No    

	Special dietary requirements/allergies?
	


SECTION D: MOBILITY
	How does the patient mobilise?
	Independently                          With assistance    

	Use of mobility aids?
	Stick     Zimmer frame     Wheeled walker     W/chair  



SECTION E: CONSENT
	Please sign to confirm the patient is aware of this referral and has consented 
	

	I confirm the patient is aware they need to bring their own oxygen and provide their own transport      
	

	I confirm I have given the patient the course information
	Yes                             

	Whom should we contact regarding the referral?     
	Patient                             NOK/Main carer    



SECTION F: REFERRER DETAILS
	Referred by:
	
	Designation:
	


	Contact number:
	
	Date:
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